Intimate partner violence (IPV) is a social problem that affects roughly 5.3 million women in the U.S. each year, accounts for 1,300 deaths, and often results in a number of physical and mental health consequences. Many women seek counseling as a way to find relief from the symptoms of the abuse they have endured. Previous research indicates that women seeking counseling after facing intimate partner violence victimization have reported experiencing counseling resources as inadequate or blaming. In the current study, counselors (N = 122) were surveyed regarding their gender role attitudes, ambivalent sexism, training in family violence, and attributions of blame toward women who have been battered. The regression analysis suggested that 16% of the variance in blame attributions was accounted for by gender role attitudes and ambivalent sexism. Study findings provide directions for future research and implications for practicing counselors.
. Battering involves a chronic pattern of severe physical, sexual, and/or emotional violence deriving from the perpetrator's efforts to control and maintain power over his or her partner (Smith et al., 1999) . Because women are most likely to be affected by battering, the current study focused on counselors' perceptions of battering as perpetrated by a male toward a female victim.
The need for this study is supported by reports from clients seeking counseling to address IPV. Many report having received poor or inadequate services (McLeod, Hays, & Chang, 2010) . Although many women report having positive and helpful experiences, some seeking services have reported a number of barriers to obtaining adequate help, including victim-blaming, helpers siding with the abuser, inadequate or not useful community' resources (Davis, 1984) , misdiagnosis and nonviolent revictimization (Mcleod et al., 2010) , and a perception that counselors would not be helpful when abuse is disclosed (Krugman et al., 2004) .
Although many counselors work with clients who are experiencing or have experienced IPV, there is often little training for counselors around issues of family violence (Mcleod et al., 2010) . In fact, the Council for Accreditation of Counseling and Related Educational Programs (CACREP, 2016) standards do not require any specific training for any type of family or intimate partner violence for students outside of the Marriage, Couples, and Family Counseling specially (CACREP, 2016 Section 5-F.i). Not only has training in this area been sparse, but traditional approaches to counseling in the past have tended to view women in terms of their symptoms, have held women to traditional gender roles, and blamed women for the trauma they experienced, based on the idea that they somehow provoked the violent acts (Choate, 2008) . In their 2007 article reviewing counseling approaches to IPV from a advocacy perspective, Hays, Green, Flowers, and Orr (2007) suggested that many counselors are resistant to increasing competency around IPV-related issues because of having some level of cynicism, feeling helpless to create change, or viewing IPV as a minor problem. These examples speak to the lack of attention paid to the examination of IPV myths and common biases among counselors-intraining, even though exploration of biases is generally common practice among counselor training programs (Comstock, Duffey, & St. George, et al., 2003) . Thus, many counselors might still be attributing blame to victims for the abuse they experience. The purpose of the current study was to examine factors that may impact counselors' attributions of blame toward female survivors of IPV. The study was grounded in Weiner's (1980) attribution theory, which suggests that there are cognitive, emotional, and behavioral processes that underlie individuals' attributions of blame toward women who have been battered.
Attributions of Blame
Weiner's Attribution Theory (1980) provides a sound theoretical model of attributions of blame toward women who have been battered. This theory provides a tri-partite (i.e., cognitive, emotional, behavioral) model for the attribution process in which thoughts determine feelings, and feelings are then linked directly to behavior (Schmidt & Weiner, 1988) . When a negative event is encountered, an individual goes through a process of determining a cause for the event.
If it is determined that the victim is in some way responsible for the negative event (Weiner, 1993) , blame is assigned to the victim; this leads to anger, lack of pity, and a decrease in helping behavior (Godfrey, 2007) . In this study, the first using Weiner's theory in this context, only the first link in this model, the formation of attributions of blame among counselors, will be examined.
Attributions of blame toward women who have been battered are common among members of the general population. Factors said to influence attributions of blame range from observer factors such as just world beliefs, history of violence in family of origin, attitudes toward women, ambivalent sexism, gender, and gender role attitudes, to survivor characteristics such as race (Esqueda & Harrison, 2005; Finn, 1986; Pierce & Harris, 1993; Willis, Hallinan, & Melby, 1996) , alcohol use (Harrison & Esqueda, 2000; Reddy, Knowles, Mulvany, McMahon, & Freckelton, 1997) , intimacy level of the relationship (dating vs. married; LanghinrichsenRohling, Shlien-Dellinger, Huss, & Kramer, 2004; Willis et al., 1996) , provocation by the victim (Harris & Cook, 1994; Pierce & Harris, 1993) , and the victim's reaction to the abuse (Capezza & Arriaga, 2008) . Individuals in societies with more traditional gender role adherence may be more supportive of rape myths, sexual violence, and general aggression (Hamburger, Hogben, McGowan, & Dawson, 1996; Wendt & Hornosty, 2010) .
Counselors are not immune to the victim-blaming attitudes that exist within the general population. Although it is the goal of counselor training programs to help students increase their awareness of biases and judgments (Comstock, et. al., 2003) , many counselors go into the field with biases intact, increasing the possibility of doing harm (Harway & Hansen, 1993) . As such, many counselors are unqualified and unprepared to appropriately help survivors of IPV (Hays, Green, Orr, & Flowers, 2007) . In a study exploring the gender role attitudes of counselors-intraining, Gold and Hawley (2001) suggested that they had no more egalitarian beliefs than those of the general population. Researchers also have indicated that when gender biases are ignored, it is possible for the counselors to limit a client's life options, impose their own value system on the client, and direct treatment based on biased assessments of the client (Crose, Nicholas, Gobble, & Frank, 1992) . Thus, identifying counselors' biases toward female survivors of battering is crucial to providing unbiased services.
Ambivalent Sexism and Gender Role Attitudes
Although gender role attitudes and ambivalent sexism have been explored as contributing variables to attitudes toward women who have experienced IPV, they have not been explored among counselors. In this study we will focus on one measure of attitudes toward women, ambivalent sexism, which is a multidimensional construct of women's experience of sexism and describes both the traditionally negative aspects of sexism, as well as those aspects that are subjectively positive (Click & Fiske, 1996) . When conceptualizing ambivalent sexism, Click and Fiske (1996) emphasized that the traditional view of sexism fails to recognize the more subtle and subjectively positive attitudes toward women that also contribute to sexist antipathy, which they called benevolent sexism. Hostile sexism aligns with traditional views of prejudice. Benevolent sexism, likened to the term "benevolent dictator," suggests a set of interrelated attitudes toward women that are sexist in terms of viewing women stereotypically and in restricted roles but that are subjectively positive in feeling tone (for the perceiver) and also tend to elicit behaviors typically categorized as prosocial (e.g., helping) or intimacy seeking (e.g., self disclosure). (Click & Fiske, 1996, p. 491) Thus, viewing sexism as a multidimensional construct allows for a broader conceptualization of how sexism is experienced by women.
Although researchers have attempted to identify the factors that most significantly influence attributions of women who have been battered (Esqueda & Harrison, 2005; Finn, 1986; Pierce & Harris, 1993; Willis et al., 1996; Harrison & Esqueda, 2000; Reddy, et al., 1997) , the current study is the first known examination of the specific factors that predict counselors' perceptions of clients with experiences of IPV. Thus, using Weiner's (1980) theory, we set out to determine how counselors' gender role attitudes and ambivalent sexism predicted their attributions of blame with battering survivors. The hypotheses guiding this study were as follows: (H1) A negative relationship exists between gender-role egalitarianism and counselors' attributions of blame, and a positive relationship exists between ambivalent sexism and counselors' attributions of blame toward female clients who have experienced battering; (H2a) Counselors' traditional gender role attitudes and ambivalent sexism positively predict attributions of blame toward women who have been battered; (H2b) Counselors' training in family violence will decrease the amount of blame attributed to women who have been battered; and (H3) There will be an interaction between gender role attitudes and ambivalent sexism, where counselors with less egalitarian gender role attitudes and higher levels of ambivalent sexism will attribute greater blame to women who have been battered.
METHOD Participants and Procedures
Upon IRB approval, participants for this study were recruited via e-mail through listservs sent out by listserv administrators of 5 state counseling associations. The listserv for each association included professional counselors and those under provisional licensure. One additional state provided a list of members directly to the researchers for participant recruitment. Participation criteria included (a) at least one full year of post-master's counseling experience, and (b) either a professional or provisional counseling license such as a Licensed Professional Counselor (LPC). Individuals who chose to participate accessed the link to an electronic survey via the recruiting email. The final sample of 122 participants included counselors who identified as Caucasian/White (n = 101; 82.8%), Black/African American (n = 14; 10.7%), and other ethnicities (n = 6; 6.5%). Most participants identified as Christian (n = 88; 72.2%), and were primarily between the ages of 31-60 (n = 86; 70.5%). Of the sample, 94 (77%) were women and 28 (23%) were men, and most had been practicing for 1-6 years (n = 62; 70.5%).
Instrumentation
Video vignette. A video-based vignette was developed by the first author to portray one representation of a "typical" woman seeking counseling for difficulties related to having been battered to be used as a stimulus for participants' responses. Although there are some inherent limitations in the use of case vignettes (Landsman & Hartley, 2007) , a video was used to increase the realistic portrayal of the survivor. A "typical" case was developed based on demographic trends reported in existing research studies investigating samples of women who were shelter residents. These women included Caucasians in their early thirties (Clevenger & Roe-Scpowitz, 2009; Constantino, Kim, & Crane, 2005; Gordon, Burton, & Porter, 2004; Harding & HelwegLarsen, 2009; Lundy & Grossman, 2009 ) who were either married or in long-term cohabiting relationships (Constantino et al., 2005; Gordon et al., 2004; Harding & Helweg-Larsen, 2009; Lundy & Grossman, 2009 ). Most had a high school education, were unemployed, had one to two children (Clevenger & Roe-Sepowitz, 2009; Constantino et al., 2005; Gordon et al., 2004; Harding & Helweg-Larsen, 2009; Lundy & Grossman, 2009; Simmons, Lehmann, CollierTenison, 2008) , and had sought shelter at least one previous time (Griffing et al., 2002; Harding & Helweg-Larsen, 2009 ). In the video, the client was attending an initial counseling session and described a recent incident of violence with her husband, as well as details suggesting a pattern of violence and battering in the relationship. The initial video script was reviewed by two researchers with extensive research and clinical experience related to IPV; their suggested revisions to the script were made before the video was created. The woman in the video was portrayed by a female master's student with a background in theatre. A master's student in a counseling program with a background in film recorded and edited the video, which was reviewed and approved by the full research team again before it was used in the final study. The counselor in the video, while not visible on the screen, was a Caucasian female in her late 20s. The video script is available from the lead researcher for interested readers. The 5-minute video was first viewed by participants, who then completed a series of questionnaires.
Victim blame. The Violence Blame Attribution (VBAS) Scale (Yamawaki, Ostenson, & Brown, 2009 ) was derived from a scale of rape blame attributions (Langhinrichsen-Rohling & Monson, 1998) in order to assess blame attributions toward victims of IPV. This IPV blame scale was developed in a study of victim-blaming attributions among Japanese and American college students, yielding a Cronbach's alpha reliability coefficient of .82 (Yamawaki et al., 2009) . Items on the scale are reverse scored and summed, providing a total Blame score; higher scores indicate greater attribution of blame. The original scale was revised for the current study in order to specifically align with the video vignette. For example, the names of the individuals in the vignette were used in place of the names of the individuals in the original scale. The current scale includes six self-report items on a Likert-type scale ranging from 1 (Strongly disagree) to 7 (Strongly agree). There are no validity data to report on the VBAS at this time. Reliability of the revised scale used with the current sample was [alpha] = .77.
Sex role egalitarianism. The Sex Role Egalitarianism Scale (SRES; Beere, King, Beere, & King, 1984) Short Form (King & King, 1990 ) assesses attitudes toward gender role flexibility and specifically addresses traditional and nontraditional gender roles. An individual who holds an egalitarian sex-role attitude "believes that the sex of an individual should not influence the perception of an individual's abilities or the determination of an individual's rights, obligations, and opportunities" (Beere et al., 1984, p. 564 ). An individual who scores high on this scale is expected to be less discriminatory and more tolerant of both women and men who exhibit nontraditional gender roles. Based on previous research, those who score lower on the SRES may be more likely to support the use of violence in spouse/partner relationships (King & King, 1990 ). The SRES is reported to have strong discriminant and convergent validity'. For example, significant group differences on the SRES Short Form were found between self-reported feminist and non-feminist women (King & King, 1990) . The Cronbach's alpha in the current study was [alpha] = .74.
Ambivalent sexism. The Ambivalent Sexism Inventory (ASI), developed by Click and Fiske (1996) , consists of two subscales of Hostile Sexism (HS) and Benevolent Sexism (BS) (McHugh & Frieze, 1997) . This measure was developed based on the assumption that sexism should be conceptualized under two distinct reflections of attitudes toward women. High scores on the instrument indicate high levels of both HS and BS, while those who score low on both the HS and BS scales are considered to hold non-sexist attitudes toward women (Click & Fiske, 1996) . In a study examining perceptions of victims of IPV, Exposito, Herrera, and Moya (2010) found that women who had stricter gender role attitudes and higher levels of benevolent sexism were more likely to expect men to be violent toward their partners. Both student and non-student samples were used to validate different configurations of the 22-item ASI to further assess the factor structure of the instrument (Glick & Fiske, 1996) . Additionally, discriminant validity for the ASI was evidenced by its correlations with the Recognition of Discrimination (RD) factor of Katz and Hass's (1988) Social desirability. The Marlowe-Crowne Social Desirability (MCS) Scale-Short Form (Reynolds, 1982 ) is a true-false measure intended to assess for individual differences in social desirability responses. This scale measures whether respondents admit to symptoms of maladjustment by responding to statements that are true of most people yet are undesirable. Concurrent validity of the MC Scale short form was examined through correlations with the regular form and the Edwards Social Desirability Scale (Reynolds, 1982) . Stronger correlations were found between the regular and short forms, while the correlation between the Edwards scale and the MC short form was much lower, possibly due to the restricted range of scores available on the Edwards scale (Reynolds, 1982) . The reliability for the MC Scale Short form used in this study was [alpha] = .74. Demographics. A brief questionnaire was developed in order to obtain the participant's age, gender, race/ethnicity, religion, number of years in practice, and type of training they had had related to IPV.
Data Analysis
After data collection, all results were entered into SPSS 20.0 for Windows (SPSS, Inc., 2011) for data analysis. Descriptive statistics (i.e., frequency, mean, standard deviation, range, and variance) were run for all variables prior to analyzing data specific to the research questions. Initially, relationships among the variables of sex-role egalitarianism, ambivalent sexism, and blame attributions were assessed using a correlation matrix in order to address H1 (see Table 1 ). Next, a multiple regression analysis was used to assess whether counselors' gender role attitudes and ambivalent sexism predicted attributions of blame toward survivors and if training in family violence added any additional information to the ability to predict these attributions (H2a and H2b). Finally, to test H3, a regression analysis was used to determine any interaction effects between gender role attitudes and ambivalent sexism and the amount of blame attributed to women who have been battered (see Table 2 ). This analysis was used to determine the relationship between the predictor variables of gender role attitudes and ambivalent sexism.
RESULTS
The correlation matrix revealed a significant negative relationship between gender role egalitarianism and counselors' attributions of blame (r = -.22, p < .01) and a significant positive relationship between ambivalent sexism and counselors' attributions of blame (r = .31, p < .01). Significant relationships also existed between the predictor variables, gender role attitudes and ambivalent sexism (r = -.619, p < .01), suggesting that participants with less egalitarian gender role attitudes also had higher levels of ambivalent sexism. An additional statistically significant relationship was found between social desirability and the benevolent sexism scale of the ASI (r = .215, p < .05), suggesting that participants who had higher levels of benevolent sexism may have also been responding in a socially desirable manner.
In order to perform the multiple regression analysis required for Hypotheses 2a-3, the gender role attitudes and ambivalent sexism variables were first centered in SPSS, the interaction term for the two variables was then created, and all bivariate correlations were computed (see Table  1 ). A linear multiple regression analysis was used to test the hypotheses that these variables would significantly predict attributions of blame. When gender role attitudes, ambivalent sexism (ASI-BS and ASI-HS) and social desirability were entered into the regression equation, only hostile sexism (ASI-HS) accounted for a significant proportion of the variance. First, the beta weight of the ASI-HS ([beta] = .383, p < .01) indicated in the regression analysis that as participants scored higher on hostile sexism, they also scored lower on victim blame, indicating higher levels of blame attribution. The results of this multiple regression analysis are presented in Table 2 . The overall adjusted [R.sup.2] value was .16. Additionally, a second multiple regression analysis in which an interaction term was added was performed. This interaction was the product of gender role attitudes (SRES) and ambivalent sexism (ASI). The interaction term was not a significant predictor of attributions of blame ([beta] = -.43, p > .01) as indicated in Table 3 . A follow-up analysis was conducted to explore how gender affected counselors' attributions of blame. Correlations suggested that male counselors (r = -.40, p < .05) were more likely than women (r = -.01, p < .05) to answer in a socially desirable manner, possibly resulting in lower correlations among the remaining predictor variables and the dependent variable. A multiple regression analysis was conducted, using the same four predictor variables (SRES, AS1-HS & BS, SDS) as in Hypothesis 2a. When gender role attitudes, hostile and benevolent sexism, and social desirability were entered into the regression equation for male participants, the Adjusted [R.sup.2] was .372, suggesting that about 37% of the variance in blame attributions was accounted for by these predictor variables among male participants. This regression model for women accounted for 17% of the variance in attributions of blame (as compared to 16% when men and women were analyzed together). For female participants, none of the predictor variables accounted for a significant amount of variance in the regression model. For male participants, however, hostile sexism ([beta] = -.018, p < .05) and social desirability ([beta] = -.494, p < .01) accounted for significant amounts of variance in attributions of blame. Furthermore, it also appeared that social desirability accounted for a greater amount of variance in attributions of blame than did hostile sexism for males. This gender difference suggested that the male and female counselors attributed different levels of blame toward female survivors of battering, and possibly for different reasons as well.
DISCUSSION
Results of this study indicated that counselors' levels of ambivalent sexism, specifically hostile sexism, do, in fact, influence the amount of blame they are willing to place on a female client who has experienced IPV. In particular, participants who had less traditional views of the roles of men and women also had less sexist views of women and were less likely to blame the female client in the vignette who had experienced battering. Finally, although gender role attitudes and ambivalent sexism did not account for a significant portion of the variance in blame attributions, hostile sexism did prove to be a significant contributor to attributions of blame.
The original regression analysis and follow-up analyses indicated that 16% of the variance in blame attributions was accounted for by gender role attitudes and ambivalent sexism. When male and female participants were separated during the follow-up regression analysis, it was clear that much of the blame placed on the victim in the vignette was due to the hostile component of ambivalent sexism. Additionally, male participants appeared to respond in a significantly socially desirable manner. This is noteworthy, as it indicates that male participants may not have been reporting their true attitudes and opinions. Although it was hypothesized that gender role attitudes would account for differences in blame attributions, some researchers have found a significant interaction between gender and gender role ideology (Fitzpatrick, Salgado, Suvak, King, & King, 2004) , further justifying the exploration of gender differences in the current study.
Consistent with previous research examining gender role attitudes and blame among lay-persons (Esqueda & Harrison, 2005; Willis et al., 1996; Yamawaki, 2007) , counselors who had less egalitarian gender role attitudes also appeared to be more likely to hold victim-blaming attitudes toward women who had experienced battering. These counselors may have more traditional views of the roles of men and women, which may contribute to greater amounts of blame attributed to them for the abuse occurring.
Participants in this study who had higher levels of ambivalent sexism, particularly hostile sexism, also appeared to attribute greater amounts of blame. This is consistent with the results of previous research suggesting that individuals with higher rates of ambivalent sexism will be more accepting of IPV myths (Driskell, 2009 ) and more likely to blame women who have experienced violence (Yamawaki et al., 2009 ). In addition, the relationships among gender role attitudes, ambivalent sexism, and blame attributions are also theoretically consistent with Weiner's (1980) model of motivated behavior. That is, Weiner asserted that when an event occurs, the observer of that event makes a decision about the cause of the event and, eventually, determines whether or not to provide help based on that causal attribution. There are a number of factors that may contribute to the formation of the causal attribution, and it appears that gender role attitudes and ambivalent sexism are related to these attitudes of blame toward women who have experienced battering.
Finally, as Weiner's model of motivated behavior suggests, participants in this study were more or less likely to place blame on the survivor depicted in the vignette based upon their beliefs about gender roles and sexism. Namely, participants whose beliefs about sexism were more hostile were more likely to attribute greater levels of blame toward the survivor portrayed. Although no causal link can be made, the correlation between the beliefs and reported behaviors of participants in this study merit further investigation into the role of attitudes toward violence on the behaviors of counselors working with women who have experienced IPV.
Limitations and Future Research
As the first known study of counselors' gender role attitudes and ambivalent sexism as predictors of blame toward battered women, the findings of this study must be understood in the context of its strengths and limitations. First, the SRES (Beere et al., 1984 ) is a nearly 30-year-old instrument. With this in mind, an instrument using more contemporary views of egalitarianism may provide a more accurate representation of attitudes. In addition, the SRES (Beere et al., 1984) yielded a restricted range of scores with the current sample of counselors. Scores on the SRF.S ranged from 86-125 versus the possible range of 25-125. It may be that counselors in general are more egalitarian in their gender role attitudes, although previous researchers have suggested that this is not the case (Gold & Flawley, 2001) . Future researchers should continue to examine the extent to which counselors' views of sex roles are similar to those found in the general population using more contemporary measures.
Although all but one measure used in the current study proved to have sufficient internal consistency, the reliability coefficients were somewhat lower than those reported in previous research. Low reliability within the current sample may indicate a low amount of variance in scores among the sample, resulting in a sample that is relatively homogeneous in their attitudes and beliefs. Although it may be helpful to know that many counselors hold similar attitudes toward women who have experienced battering, low reliability in instrumentation may also indicate these measures may not have been appropriate for this particular sample.
Another limitation relates to the use of case vignette research. Case vignettes cannot replicate real-world situations unless they are excessively complicated, in which case various sources of bias may be introduced (Landsman & Hartley, 2007) . In order to address one limitation with case vignettes, a video vignette was used to increase the realistic portrayal of the woman in the vignette. The use of video vignettes, however, may also introduce additional biases due to the actors' appearance and behavior. The vignette was also designed to portray a 'typical' victim (Clevenger & Roe-Sepowitz, 2009; Constantino et al., 2005; Gordon et al., 2004; Harding & Helweg-Larsen, 2009; Lundy & Grossman, 2009) , which limited the ability to assess for blame toward women who differ from the typical victim in any way (e.g., race, age, SES). Finally, other variables may relate to counselors' perceptions of survivors of IPV, including attitudes toward victims in general, counselors' personal experience with IPV, and/or treatment of those who have experienced battering, as well as demographic characteristics of the respondent and of the portrayed survivor (e.g., ethnicity). Further examination around gender differences certainly seems warranted because men and women in this study did respond differently. Ethnicity was not tested in this study due to low numbers of counselors-of-color in the sample, although no research to date has suggested different attributions by race or ethnicity. Certainly, these additional variables could shed further light on counselors' attributions of blame in further research.
IMPLICATIONS FOR COUNSELING PRACTICE
Due to limited training in areas of family violence, it is often up to individual counselors to seek out additional information, resources, and training opportunities on their own. This study highlighted the variability in counselors' attitudes toward IPV based on gender, gender role attitudes, and ambivalent sexism. Therefore, additional attention to intimate partner violence and the influence of gender role attitudes and ambivalent sexism within the counseling profession and training opportunities for students and practitioners may be useful in order for counselors to gain greater awareness of these and other biases and acceptance of IPV myths. Although counselors-in-training are strongly encouraged to examine biases and belief systems during their training (Comstock, et. al., 2005) , it is difficult to determine what these biases will look like in practice.
This study highlights the need for continued exploration of biases toward female clients who have experienced IPV. Although many practitioners enter the field with some awareness of personal beliefs and biases that may influence their clinical practice, few have been asked to explore how their beliefs about gender roles and sexism might affect their work with survivors of IPV. The results of this study also highlight the possibility that when a counselor feels a client is to blame for her abuse, based on Weiner's theory of attributions, the counselor may then choose not to provide help to the client. This finding would certainly suggest that an exploration of biases is necessary in order to prevent inadequate and unhelpful counseling services being provided to survivors of battering.
